Burnout is a syndrome of emotional exhaustion, depersonalization, and a sense of low personal accomplishment that leads to decreased effectiveness at work (American Journal of Medicine, 2003) . Despite the efforts to combat burnout, the number of U.S. physicians who experience burnout rose from 45 percent to over 50 percent between 2011 and 2014 (National Center for Biotechnology Information, 2015) . The purpose of this quality improvement evidence-based capstone project was to determine whether a physician wellness pilot program can reduce and or eliminate burnout and stress for practicing physicians at an acute care healthcare institution in the Chicago metropolitan area. The capstone project consisted of a pre-intervention survey, an intervention and a post intervention survey. The participants targeted for this evidence-based project were practicing physicians in Illinois that span across all specialty groups. The physician burnout wellness pilot program was implemented during a two-week period of time during which participants were provided with resources to reduce and or eliminate symptoms of burnout. The implementation of the physician wellness pilot program capstone project showed the physicians at this organization were less stressed and more satisfied with their job at (0.555) percent compared to pre intervention survey results that faired (0.77) and that of the national average of (0.80). Additionally, the post intervention survey results showed the physicians at this organization are experiencing a lower level of burnout (0.44) percent compared to pre intervention survey results that faired (0.53), but a higher level of burnout compared to the national average (0.29). Physician burnout is an epidemic that requires immediate attention because it not only effects the physicians, but it effects the healthcare system. As such, regardless of the specialty and demographics of the physicians, organizations and physicians alike must do their part in assessing if burnout exists. The findings showed the importance of physicians being able to recognize the warning signs of burnout, encourage them to seek help when they are stressed, and take active steps towards ridding or reducing burnout. The findings were compatible with evidence-based research that supports building physician resilience by way of the development of a wellness program.
There is an alarmingly high prevalence of burnout amongst the working class in the United States. Strikingly it is even greater for physicians, particularly the front-line practitioner's family medicine, general internal medicine and emergency medicine (Dyrbye, 2013) . However, in recent years, the effect of burnout became even more evident when the increasing demand for doctors, coupled with the rising rates of physician burnout, threatened many organizations abilities to consistently deliver quality care and maintain a healthy Research Article physician workforce (Armato & Jenike, 2018) . Consequently, burnout started to negatively impact health outcomes for both physicians and the patients they serve. Since burnout affects doctors in both individual practices and hospitals across the county, it is now viewed as a nationwide problem (Olson, 2017) . According to West, Dyrbye, Liselotte & Shanafelt, rates of burnout symptoms associated with adverse effects on patients, the healthcare workforce, costs, and physician health exceed 50% in studies of both physicians-in-training and practicing physicians (2018) . A survey presented by Medscape Physician Lifestyle in 2015 reported that the rate of burnout has increased by 46 percent which is double the rate of burnout in 2013 (Peckham, 2015) . This data shows that the physician burnout rate is on the rise and has increased significantly with every passing year (Peckham, 2015) .
Overview Background
Burnout is described as a state of mental exhaustion caused by one's professional life Freudenberger & Richelson, 1980) . Burnout is the consequence of high stress combined with high ideals (Lacey & Chan, 2018). In the past, burnout was viewed as a descriptive disorder, but since conducting the study, more and more people are seeing this as an issue. In fact, the Centers for Disease Control (CDC) recognizes it as a serious medical condition, as noted in the recently updated International Classification of Diseases manual (Psychology Today, 2019). According to authors Shanafelt, Sloan, and Habermann, -burnout is the syndrome of emotional exhaustion, depersonalization, and a sense of low personal accomplishment that leads to decreased effectiveness at work‖ (2003, pg. 513). Halbesleben and Rathert said there is a dichotomy between physician burnout, stress, and the onset of mental health (depression) versus physician wellness, the healthcare systems cannot afford to ignore the consequences of burnout nor can they afford not to act (2008) . Healthcare professionals have written many scholarly articles to address burnout, but the burnout numbers for physicians continues to climb. According to American Society of Clinical Oncology (ASCO), the American Medical Association (AMA) have increased their efforts to reducing burnout by adopting various policies over the years specific to burnout reduction (2018) . ASCO further states their adoption of these policies also included creating medical schools of the future that promote resilient behavior for future physicians by closing the gaps that exist in medical education for physicians in training all while aiming at improving the health of the nation (2018). In 2015, the Medicare Access and CHIP Reauthorization Act (MACRA) was signed into law and one of the primary purposes of this law was to advance quality measures that would minimize the burden on clinicians (GovTrack.us. (2018). Despite many efforts to reduce burnout, the data shows there is a disconnect between the existence of burnout and that in which burnout affects the physicians, patient care, and health outcomes (Lyndon, 2016) . Furthermore, some clinicians who are burned out will make mistakes or deliver substandard care to their patients and may have impaired attention, memory, and executive function that decrease their recall and attention to detail (Lyndon, 2016) . In a recent article, the authors reported that physicians are more likely to have symptoms of burnout (37.9% vs. 27.8%) and to be dissatisfied with their work-life balance (40.2% vs. 23.2%) (P < .001 for both) than many working groups (Shanafelt, Boone, and Tan, (2012) . The target population for the proposed pilot project includes physicians of all specialties.
Problem Statement
The problem this capstone project addressed was -how does a physician well-being program improve burnout for physicians in a metropolitan acute care setting in 30 days?‖
Purpose Statement
The purpose of this project was to implement a pilot wellness program for physicians to identify warning signs of burnout, decrease burnout, and identify methods to sustain wellness in practicing physicians. The project measured three scenarios, the number of physicians that were experiencing burnout, the number of physicians that reported they were occasionally stressed out and the number of physicians who expressed they were always feeling stressed.
Outcomes
The projected outcome was a significant improvement with the post-intervention scores on the mini z compared to the pre-intervention scores.
Review of the Literature
Three databases (Appendix A) were used to search the terms specific to the PICOT; physicians (doctors), burnout, stress, wellness (wholeness) and quality of life. The search words were tailored to each system using synonyms for each word interchangeably. MEDLINE, Healthsource Nursing and Academic Edition, and CINAHL were the three databases chosen because they were in line with the goals of the project due to their specificity and comprehensiveness. This initial search yielded 766,569 results for journals and articles combined. Then a second search was conducted combining the population group (physicians and doctors) and the problem group (burnout and depression) yielding 292,008 journals and articles. The inclusion criteria were specific to physicians in training and practicing physicians from all specialties that targeted quality of life and or wellness outcomes with emphasis placed on articles that used the Maslach Burnout Inventory (MBI) tool that is used to measure burnout. The exclusion criteria were articles that were older than ten years old, articles that did not address the PICOT questions specifically, articles from other countries and if the target community was comprised of nurses and other clinicians. The limiters were very specific to ensure the search yielded articles that were in line with the project. The limiters were as follows: written in English, published between 2010-2018 and full texted research-based summaries. Using the identified search criteria and the provided screening process, there were a total of 2,163 articles to consider for full-text review. Application of inclusion and exclusion criteria narrowed the results to 11 studies. To further explore the data, a cross-reference table also known as a reference matrix (Appendix B) was written. The reference matrix was also written to ensure that each article addressed specific components of the PICOT question, how does a physician well-being program improve burnout for physicians in a metropolitan acute care setting in 30 days?
The studies provided an overview of the current literature regarding the causes, incidences, and implications of burnout syndrome (BOS) and related medical conditions. The studies also demonstrated the importance of awareness of BOS within the healthcare community, reviewed the current literature on prevention and interventions to reduce the physician burnout rate and provided information about best practices related to BOS using the evidence-based models. The studies found that 68% of the participants displayed BOS in at least one of the variables while women displayed a higher rate of BOS compared to their male counterparts (Rothenberger, 2017) . Rothenberger, (2017) considered the multi-facets of distress that triggers burnout and uses a comprehensive screening instrument to gauge burnout amongst physicians. In doing so the results showed the need to mediate the burnout epidemic. The study also unveiled resources that were viable and useful in an acute clinical setting in a metropolitan community. The study offered holistic wellbeing (personal and professional) coping strategies that can be utilized to enhance the physician's overall wellness for an enhanced quality of life once the causes of burnout have been addresses.
Causes of Burnout
There are many factors that contribute to the causes of burnout outcomes. A few of these factors are, excessive workload, clerical burden and inefficiency in the practice environment, a loss of control over work, problems with work-life integration, and erosion of meaning in work are all factors (Shanafelt, Sloan and Habermann, 2003) . The leading cause of burnout is when there is an imbalance between job demands and prolonged work stress (Linzer et al., 2001) . Essentially physicians enter a positive feedback loop, in which the stress leads to burnout which leads to a greater amount of stress which ultimately leads to the crippling effect of burnout. This path toward burnout usually reveals itself by way of providers feeling physically and emotionally drained both during and after work hours. However, this feeling is not without consequence.
Costs and Consequences of Burnout
There are many costs and consequences associated with burnout. According to Misra-Hebert, Kay and Stoller, (2004), the costs and consequences of physician turnover are substantial and may include financial consequences, patient satisfaction scores, and negative perceptions of the practice.
According to Sullivan, it is relatively difficult to truly quantify the financial consequences of burnout (2017) since there are many variables that contribute to the costs equation. For example, substance abuse, lawsuits, suicide medication errors, depression, and a breakdown in familial relationships (Sullivan, 2017) are all consequences of burnout yet impossible to truly measure or place a monetary value on them.
Although the overall consequence of burnout is difficult to measure because there are direct and indirect costs (Rosenfeld, 2016) and the burden of combating burnout is twofold. Both the physicians and the healthcare system have the burden to work as a team to rid burnout with the understanding that burnout can be avoided if the health system is healthy. This team approach will convey a message to physicians and patients that the organizations and the physicians will operate in a manner that is supportive to all stakeholders (Eschelbach, 2018) .
Lastly, organizations and physicians alike must be willing to understand burnout and the need for overall quality of life for physicians and take steps towards combatting burnout from a team approach.
Measures to Prevent and or Combat Burnout
Measures should be taken by both the physicians and the organizations to prevent and or combat burnout. The physicians can take active measures to combat burnout by way of maintaining a good work life balance and learning coping strategies when they are feeling stressed before they reach the point of burnout.
For example, Zwack and Schweitzer (2013) state physicians should learn the various social, physical and mental resources available to them and it is encouraged to know how to access the various resources long before they need them to combat burnout. Providers should also take time to rest, exercise and eat nutritious meals to recharge and prevent their quality of life from being compromised. In fact, a recent survey conducted by the American Medical Association (2018) stated that 27% of the physicians surveyed indicated that slashing government regulations would help alleviate their burnout. Organizational measures to prevent and or combat burnout should be reflected in the policies and procedures of that organization. Policies should be written in a way that lets the physicians know that utilization of burnout resources will not be punitive, nor will their licensing be threatened. Regulatory bodies, physicians and medical groups must own up to the responsibility of meeting the needs of the physicians' and take steps to help physicians alleviate challenges and support their overall well-being (Abraham, 2018) . Authors Paolini, Bertram and Hamilton suggest that staff development that promote quality of life should be a standard business practice (2013) and physicians should have immediate access to mental health and emotional wellness resources without fear, (2013). The authors went on to suggest that organizations should encourage successful strategies to enlist physician participation using a comprehensive program model that supports both the personal and professional lives of physicians in a longitudinal and holistic way (2013). The program must develop physician leadership and a medical staff culture that can intentionally foster necessary changes in the way that medicine is practiced in the healthcare organizations to which they belong. This action is critical to preventing and combating burnout because the burnout phenomenon may present itself during medical school and may develop or continue to exist in residents and practicing physicians (Ishak et al, 2009 ). This concept further supports the proposal that measures should be taken to allow physicians access to burnout prevention resources. A recent article suggests that health care leaders need to address the problem head on and take the steps necessary to address the problem in a safe manner (Armato, and Jenike, 2018) . Utilization of resources should be free from ridicule from leaders of practicing physician's respected organizations and peers alike, so it does not create a barrier for the physicians and further perpetuating the burnout epidemic. Maslach Burnout Inventory (MBI) tool, which is according to American Academy of Family Physicians (AAFP) used to measure burnout amongst physicians. MBI is MBI is recognized as one of many tools that have been validated for many years to determine the prevalence of burnout (2014). A study reported 68% of the participants who used the Maslach Burnout Inventory (MBI) tool determined the prevalence of burnout displayed BOS in at least one of the variables measured: depersonalization, personal accomplishments or emotional exhaustion (Gunasingam et al., 2015) . The study showed the response rate from participants in other countries determined the prevalence of burnout was around 47. 2 % (pg., 307). However, after holistic interventions were adopted, the scores for the variables measured increased to 72-76.6% in the areas of general health and professional wellbeing status (Szafran, Woloschuk, Torti, & Myhre, 2017). This bit of information can be viable in an acute clinical setting because it can help drive the next course of action, can highlight priorities and may highlight an area of weakness if underutilization of a wellness program exists or can serve as cause to adopt a wellness program.
Benefits of a Wellness Program
There are many benefits and strengths to a wellness program. According to the American Academy of Family Physicians (2014), the most substantial evidence for effectiveness was with organizational or systems directed interventions because it showed that mental wellbeing increased significantly because of burnout interventions. While examining the literature review, the analysis revealed a need to address BOS concerning the physician's wellbeing because there is a direct correlation to negative implications for not only the physicians but the patients they serve (Hlubocky, Back and Shanafelt, 2016) . Also, the literature review showed that more effective models of interventions are needed to mitigate risk for burnout in physicians with the goal of improving health outcomes that may have adversely affected the quality of care physicians provide to their patients (Wallace, Lemaire and Ghali, 2009). There were times that no changes to the physical health measures were reported after an intervention was in place nor did it show that debriefing after an intervention was put in place resulted in a significant difference in BOS (Panagioti et al, 2017). Notably, the findings did show that individual interventions coupled with organizational interventions are more valuable and more impactful to the burnout epidemic.
When the two interventions are paired, they are deemed meaningful since they are both individually and systematically focused and they are supported by both the physician and the organization.
In an article titled Two Kinds of Interventions Reduce Physician Burnout, the author Christopher Cheney stated that both categories of approaches individually and systematically offer modest benefits at minimum, both approaches are necessary, and addressing physician burnout should be a shared responsibility across healthcare systems, organizations, institutions, and individual physicians. (2018), Additionally, the findings determined that the effective models for combating burnout is a recipe that includes the organization-directed relationship approaches that promote health plus the individualorganization relationships that promote health. The studies further conclude that interventions are to be applied concurrently since it takes two levels of intervention to truly impact the physician's quality of life. One category of intervention is individualfocused, and the other is organizational focused, and both have accountability factors on a continual basis.
Barriers to Utilizing Burnout Resources
Barriers to utilizing burnout resources exists. Time management, attitudes about mental health services and confidentiality are amongst the many barriers that could prevent providers from utilizing burnout resources. For example, because of the stigmas associated with persons receiving mental health services, many doctors simply do not discuss the toll that their profession has on their mental wellbeing (Armato and Jenike, 2018). Many practicing physicians fear their licenses may be in jeopardy if it is discovered that they are experiencing burnout and or seeking services (Sullivan, 2017) . Samano said that because of this fear, the National Academy of Medicine leadership recognized there was a need to talk with state licensing boards to remove the negative consequence (inability to practice) of physicians utilizing mental health services (2017). The American Medical Association (AMA) calls on state medical boards to not consider a physician's previously diagnosed mental health illness. AMA adds that a previously diagnosed mental health issue is not automatically considered a current impairment to the physician's ability to practice. AMA further states that physicians may be less likely to seek solace if the leaders of the organizations and regulating bodies don't model attitudes that support resiliency and burnout prevention . Physicians who witness their peers being replaced may be reluctant to speak out for fear of losing their jobs (Sullivan, 2017) . However, every effort should be made to ensure that not only are mental health services available, but they should be recommended. Many physicians may be concerned about confidentiality organizations should make every effort to maintain the confidentiality of the physician's need for treatment in accordance with the privacy laws and Health Insurance Portability and Accountability Act (HIPAA) whose sole purpose is to safeguard the protected health information of individuals. The literature review showed the extensive ways that burnout effects physicians and it highlighted the magnitude in which burnout impacts the health care system and health outcomes for both the physicians and the patients. The research demonstrated there are various factors that can contribute to an increased risk of burnout if we do not get to the root cause of burnout amongst physicians. The literature review resulted in various levels of evidence that should be considered (Melnyk & Fineout, 2015) . For example, of the 11 articles in the reference matrix results, there were three systematic reviews, two were randomized controlled trials, one was a cohort study, three were case reports and two were editorials or expert opinions. As such, the literature review supports the argument that suggests when using evidence-based models to conduct research, it is essential to understand the various levels of evidence to make the connection and help make informed decisions. The literature also shows why it is important to know and recognize that no level of evidence should be overlooked since all levels contribute to practice and serve as a guide to better understanding the results and outcomes of each study to make informed decisions. The literature further supports a need to address physician burnout from an individual and organizational standpoint using best practices (evidence-based models) and real-world evidence.
There are many issues that contribute to burnout including time demands, work organization and planning, difficult job situations, prolonged stress and interpersonal relationships (Klevos and Ezuddin, 2018) and explores this causation to help promote strategies to improve the overall quality of life for the physicians and restore their wellbeing. The outcomes of the literature review raised awareness to the warning signs of burnout for this community (physicians) while affording them an opportunity to be able to identify resources available to them when experiencing burnout to prevent them from going in a downward spiral and leading to the onset of mental health issues. The problem of physician burnout is largely a system issue and that healthcare organizations have a shared responsibility in addressing the problem (Nellis, 2015) . A common theme amongst the researchers was the eagerness in physicians to continue to push themselves even when the risk factors for burnout exists.
Cantopher (2008) explained, strong people can continue, strive and work beyond their capabilities until eventually they are in crisis. Lastly, the findings promoted a need for a heightened sense of awareness for the secondary stakeholders and it showed the necessity to make coordinated efforts to help physicians to obtain optimal wellness that will impact health outcomes.
Theoretical Framework
The Johns Hopkins Nursing Evidence-Based Practice process (JHNEBP) is the most suitable conceptual framework for a project of this caliber because it takes a systematic approach to addressing the clinical question related to burnout ( Figure 1 ). The JHNEBP framework ( Figure 1 ) is pivotal to practice. The framework gracefully frames the concept in a way that shows the connection of each component. According to Newhouse, Dearholt, Poe, Pugh and White (2007), this approach is broken down into categories, the clinical question, the evidence, realworld evidence (RWE), the evidence-based model (EBM) and the translation of the data that was retrieved from a series of questions.
Figure 1
The process used with the JHNEBP model allows researchers and the like to develop and or make transformative changes based solely on the outcomes of the findings from the capstone project. According to Stevens, knowledge transformation is defined as the conversion of research findings from primary research results, through a series of stages and forms to impact on health outcomes by way of evidence-based care (Stevens, 2004 ). The JHNEBP framework will guide the project by using the problem-solving approach to the clinical decision-making process within a healthcare organization (Newhouse et al., 2007) . The framework will be used to integrate the best available scientific evidence with the best available experiential (patient and practitioner) evidence. Specifically, it will be used to help create a library of resources that will be made available to physicians. In doing so, this framework will address the PICOT question, how does a physician wellbeing program improve burnout for physicians in a metropolitan acute care setting in 30 days? The framework will also be critical to developing a series of questions that are in line with the inclusion criteria.
The EBP framework will consider both the internal and external influences on the practice which is instrumental to gaining buy-in in support of access, availability and usage of burnout resources from the stakeholders including but not limited to the physicians, the community at large and the patient population. According to the JHNEBP, the internal influences include the culture, technical and environmental makeup of an organization so much so that most health care organizations' have mission statements that speak to patient care and/or service to the community, and as a practice standard they aim to ensure their missions are being carried out (Shanafelt, and Noseworthy, 2017) . The evidence shows that physician burnout is directly tied to patient care and patient safety (Shanafelt et al, 2010) . Moreover, physicians have the increased burden of having to learn and relearn new EMR systems, causing anxiety, increased time spent navigating the EMR, and an increased level of frustration overall (Maples et al, 2016) so it is imperative that organizations find ways to address physician burnout since it is linked to their mission and values. To address the environmental influences that promote a healthy practice, the Mayo Clinic has pioneered the Listen-Act-Develop model. The Listen-Act-Develop model is an integration of interventions; choice, camaraderie and excellence at the crux of the individual and organization (Swensen, Kabcenell and Shanafelt, 2016) . The external includes include quality measures and practice standards. Institutions can incorporate resiliency trainings and develop strategies that entice physicians to achieve work-life balance ) that mirrors high level practice standards. For example, when the Accreditation Council of Graduate Medical Education capped the residents work hours to 80 hours a week in hopes of improving burnout from a foundational level however, the medical community was mixed with emotions (Bina, Lemole and Dumont, 2016). A pilot program initiated at Stanford Hospital in California known as -time banking‖ was adopted to counteract the rising rates of burnout by allowing physicians to bank their unpaid and additional responsibility hours to be used for personal things outside of work (Klevos, and Ezuddin, 2018) . By incorporating programs like this, organizations can demonstrate they are playing a role in addressing burnout at the systemic level (Shanafelt, and Noseworthy, 2017) . According to a 2018 article published by the Medical Bag, a physician's specialty influences the rate of burnout. The article included a recent survey conducted by the American Medical Association that stated a physician who specialized in critical care, neurology, family medicine, obstetrics and gynecology, internal medicine, or emergency medicine experienced the highest percentages of burnout ranging between 48% and 45%, (2018). The same article went on to say that those specializing in plastic surgery, dermatology, pathology, ophthalmology, or orthopedics experienced the lowest rates of burnout ranging between 34%-23%, (2018).
Organizational Assessment
The organization site for this project was an acute care hospital organization that prides itself on being good stewards of patient care and accountability. The mission, value and vision of this organization shows that it prides itself on being innovative with the goal of meeting the needs of the patients and families, therefore change will be inevitable. As confirmation of their willingness to embrace change, this organization has displayed their readiness for change and meeting the continual needs of their physicians by way of hiring the American Medical Association (AMA) in the early part of this year for consulting services. The consultants at AMA were asked to assess the physicians at this hospital to qualify and quantify their level of burnout and overall well-being. This need for an assessment was in response to an inhouse survey that staff was asked to complete to measure their job satisfaction levels, stress and wellness. The findings of the in-house survey suggest that staff, particularly physicians, were highly stressed and may be experiencing some level of burnout, the leadership thought it was best to hire an outside firm that could not only assess the stress and burnout levels of physicians but analyze the findings and make recommendations to rid or eliminate burnout if applicable. The AMA survey findings determined that not only were the physicians at this organization burned out, but their level of burnout nearly doubled the national average (Linzer, 2018) . In response to the results, this hospital started looking for ways to improve the quality of life for their physicians, to include a possible wellness program with the understanding that doing so would not be without some level of risk. Historically, there is always a level of risk involved when there is a shift in the dynamics of any organizational change.
In fact, power, organizational change, and resistance are closely related concepts (European Journal of Work and Organizational Psychology, 1998). Consequently, since the concept of power involves power over another person, the use of power can easily lead to resistance (Clegg, 1994). However, not all influence attempts result in resistance or even a high level of risk. In change processes, power and influence can lead to compliance and even a commitment to the change efforts (Falbe & Yukl, 1992) . When an organization decides to shift how they conduct business to have a meaningful impact on the quality of care for their physicians and health outcomes, it is based on a need's assessment coupled with buy in from leadership.
Methodology
The capstone project lead implemented a pilot wellness resource program after the Institutional Review Board (IRB) committee approval and conducted a post intervention survey using quantitative data within 30 days of the implementation. The pre-intervention data was derived from previously conducted Mini-Z Burnout survey. The post intervention lunch and learn sessions occurred within a two-week window of the intervention. The purpose of the post intervention lunch and learn sessions was to measure the physician's well-being and to assess if the physicians of this organization were aware of the various resources available to them to prevent and or reduce burnout. The project lead received written permission from the CHRO to pilot this program prior to the implementation date.
Setting
The project was conducted at a major healthcare system in the Chicago area. The healthcare system provides comprehensive care, education, and research to the people of Illinois and beyond. It is comprised of a clinical enterprise with more than 400 beds, over 20 outpatient clinics (which are federally qualified health centers) and several health science colleges. This hospital and healthcare system provides healthcare services to a diverse patient population in Chicago. Most of their service areas is concentrated in the west and south side of various communities in Chicago and it is the only comprehensive sickle cell program in the Midwest. This hospital is best known for four areas of specialized care: Sickle Cell, Bariatric Surgery, Transplant Surgery and Neurology & Neurosurgery and are national leaders in clinical care and research.
Sampling
A sampling group was used to conduct this project. Although there are approximately 5,000 employees at this organization, the sampling group for this project targeted only the practicing physicians of an acute care organization in Chicago. This sample group was broken down to reflect approximately 900 physicians of over twenty specialty groups to include: emergency medicine, internal medicine, pediatrics, surgery etc., and over 100 advanced practiced registered nurses (APRN) and nurses who hold a Doctor of Nursing Practice (DNP) degree. The original sample was conducted with the APRN's and the DNP staff but for the sake of this project the APRN's, DNP's and anyone not licensed to practice medicine were excluded. The inclusion participant group consisted of physicians who were employed by this health system and licensed to practice medicine in the State of Illinois.
Measurement Instrument(s)
To measure the outcomes of the physician burnout, the 10-item Zero Burnout Program Survey also known as the Mini-Z survey will be used. The Mini-Z is a survey tool that was developed by a practicing physician. The tool has been used by hospitals and healthcare organizations alike and has the capacity to capture pre-intervention data in a short amount of time (Linzer, Guzman-Corrales, and Poplau, 2015). According to the National Academy of Medicine (NAM), this tool not only measures physician burnout, it measures the physician's degree of burnout, their job satisfaction, and the survey tool measures the physician's degree of engagement within their profession based on selfreporting data. There are many published articles and health care providers who have referred to the use of the Mini-Z tool throughout the United States (Huff, 2016) which can attest to its reputation in the healthcare system. While there may be a variety of tools used to measure burnout, NAM reports, the Mini-Z tool is amongst the group of reliable and valid measuring instruments around and it has been evaluated for reliability and validity through an annual administration process (Journal of General Internal Medicine, 2016).
The Mini-Z was broken down by sections and a number was assigned to each question to quantify the data. Each section consisted of question and answer responses. Some of the sections were yes and no responses and some asked the participants to select a response that most resemble how they felt about the question being asked. For example, the respondents were given answer options on a scale of one to five (strongly disagree to strongly agree). The answers were based solely on the physician's perception of the question in relationship to their work habits, behaviors and attitude. The responses to the questions and answers were translated into a numeric data form that assess if burnout exists, the level of burnout (if applicable) and job satisfaction levels for this institution.
After a physician completes the Mini-Z survey, the results are then scored, and the data is analyzed. As reported by NAM, if a physician's overall score is 2 or less, it is reported that there are no symptoms of burnout present however, a score of 3 or more implies that burnout exists. The Mini-Z survey offers a clear administration process that is simple and can serve as a quality aid to establishing best practice approaches to assessing and combating physician burnout. Lastly, it is quantitative in nature and will align with the components of the PICOT question, how does a physician well-being program improve burnout for physicians in a metropolitan acute care setting in 30 days? The project lead received written permission from the developer to use the Mini-Z survey for this project.
Data Collection Procedures
There are various procedures and steps involved in collecting data. The steps were defined in three parts, pre-intervention data, intervention and post intervention data. The data was analyzed by using the t-test to see if there was a difference between the pre-intervention scores (control group) and the post intervention scores (treatment group). The t-test was ideal for the project since the scores derived from an analysis of this caliber are deemed valid. Furthermore, the t-test only requires one value from each subject and the results can help to establish resources to prevent or eliminate burnout with the overarching goal of improving the quality of life for physicians.
Pre-Intervention. The pre-intervention data was collected to conduct this study. The data was collected between January and March of 2018 from the CHRO and the CMO at the selected organization. The organization partnered with the American Medical Association to collect the preintervention information from their physicians using the Mini-Z Survey as the data collection instrument. Its purpose was to determine if burnout exists in the organization and to establish a burnout baseline if applicable. The Mini-Z survey was distributed to approximately 1,000 physicians across all specialty areas of this acute care hospital in the metropolitan area of Chicago using an on-line platform. To protect the identity of the survey participants and to prevent duplicate responses, each survey and responses were labeled with a random computer-generated unique identifier before the survey was sent via email to the respondents. Participants were told that the information they provided would help determine ways to modify working conditions within their organization for the benefit of the participants and their patients and they were thanked in advance for taking the survey (Appendix C). After the survey was completed, the results were translated by a representative from AMA to gauge the response rate and the rate of burnout (if applicable). Next, the results of the survey were shared with the CHRO and the CMO at the selected organization. The AMA representative, the CHRO and the CMO reviewed each variables of the burnout survey and then compared the results to the national benchmarks.
Intervention. The intervention process was a component of this study and it included the promotion of the well-being pilot program over a period of two weeks. The promotion consisted of the project lead creating posters and displaying them in the lunchrooms, conference rooms, and in the restrooms that are dedicated specifically to staff. The posters highlighted ways to recognize signs of burnout and ways to build resilience to burnout i.e. exercise, sleep and proper nutrition. The project lead used the posters to showcase established resources on and offsite that can be used as a quality of life model to connect physicians to resources that will impact their health outcomes now and for years to come. After the launching of the poster campaign was over, the project lead hosted two one-hour lunch and learn sessions at the project leads expense with the understanding that again the sole purpose of the lunch and learn sessions was to educate physicians on burnout and provide them with a list of burnout prevention and or intervention resources. The project lead will integrate the physician wellness pilot program into the organization's current wellness program that was initially put together for all hospital staff. With the support of the CHRO and the CMO, the project lead now participates in this organization's wellness committee meetings. Lastly, the project lead will work in partnership with the organization's wellness committee for the sole purpose of acquiring, offering and or soliciting resources that will combat and or rid burnout specific to physicians.
Post Intervention. The post intervention survey process took place at the conclusion of the lunch and learn sessions. As the physicians entered the room, they were given instructions about the lunch and were given the Mini-Z survey that were randomly numbered and placed in a closed two pocket folder. The project lead explained to the participants that they were under no obligation to complete the survey. The project lead explained to the participants that the data abstracted from the completed surveys were used for the purposes of comparing the data collected on that day to the previously submitted survey results that they completed in early 2018. The participants were asked not to open the folders or complete the survey until after the lunch and learn session ended. Participants spent approximately 10 minutes in total of their time to complete the post intervention questionnaire. The project lead reminded the participants that their participation was voluntarily. The project lead explained to the participants that the identified survey data results will be reported to the CHRO, the CMO and the wellness committee chair for the purposes of quality improvement. The data collected from the paper surveys was later transferred by the project lead to an excel spreadsheet using a password protected computer and placed in a locked room.
The survey documents were shredded after the data was transferred into Excel. All practicing physicians at this organization was given the opportunity to participate in the lunch and learn sessions and they were given the opportunity to complete the survey.
Ethical Considerations/Protection of Human Subjects
Ethical considerations and the protection of human subjects were a necessary component of this project. Therefore, the project lead obtained Nebraska Methodist College IRB approval before implementing this project. The project site did not require a separate IRB approval since it served as a quality improvement project. During the post intervention process, participants were informed about the study and understood that their participation implies consent. To ensure the highest standard of care, the project lead and mentor completed the Collaborative Institutional Training Initiative (CITI) prior to the launching of the project. Participants were informed that there were minimal risks associated with the project. There was a potential for a possible breach to the computer system.
To eliminate this risk, there was no identifiable information collected, the computer was password-protected, and the computer was stored in a locked file cabinet.
Participants understood that their participation was voluntary and that there was no compensation for participating in this study. The one-hour lunch and learn survey sessions included free lunch. During the post-intervention process, participants were informed of the potential benefits of identifying resources for a wellness program and the project lead will convey the message that the premise behind the program will be to ensure that negative health outcomes associated with burnout are significantly reduced and or eliminated. The project lead works for the project site but does not have access to the confidential personnel records, therefore the project lead could not determine if the same practicing physicians who completed the pre-intervention survey actually completed the post intervention survey. The project lead marketed the intervention information to all practicing physicians and was unable to confirm who of the current practicing physician group was an active employee during the pre-intervention data collection period. All current practicing physicians had an opportunity to complete the post intervention survey following the lunch and learn sessions. The project lead did not foresee a conflict of interest.
Data Analysis
The project lead entered the post intervention survey data into an excel spreadsheet and then shared it with the Nebraska Methodist College statistician. The statistician then ran a hypothesis sample proportions test with continuity correction on the data collected from the post intervention survey. The pre-intervention data was analyzed using the SPSS statistical software. The post intervention data was merged with the pre-intervention data and analyzed using the R-Programming statistical software.
Results
The participant sample size for the post survey was significantly smaller (with less than 50 surveyors) as compared to the pre-intervention participant sample surveyors (less than 300).
The preintervention survey was conducted electronically as compared to the post-intervention which was conducted in person using a paper version of the survey. Notably, the margin of error increases if the sample size goes down. Contrary, as the sample size goes up, the margin of error goes down.
The job satisfaction and stress level of participants who took the pre and post intervention survey were compared the results to the national average ( Figure  2 ). The post intervention data survey results showed the physicians at this organization were less stressed and more satisfied with their job at (0.555) percent compared to pre intervention survey results that faired (0.77) and compared to that of the national average of (0.80). There was a significant difference between the pre and post satisfaction results, p=0.0019.
Figure 2 Stress and Job Satisfaction
Post Intervention Pre-Intervention National Avg
The burnout level of participants who took the pre and post intervention survey were compared the results to the national average ( Figure 3) . The post intervention survey results showed the physicians at this organization are now experiencing a lower level of burnout (0.444) compared to pre intervention survey results conducted by this organization that faired (0.53). The physicians are experiencing a higher level of burnout compared to that of the national average of (0.29). There was not a significant difference between the pre and post burnout results, p=0.317.
Figure 3
Limitations
Many limitations resulted in a decrease in survey completion. Some participants (although engaged in the session) were resistant to completing the post intervention survey questionnaire in its entirety. There were also participants who started the survey but did not complete it. A few participants did not stay until the end of the lunch and learn session therefore they did not complete a survey. Another limitation of the study was the paper survey. There were participants who preferred an electronic survey.
Additionally, the post satisfaction question was slightly different than the pre satisfaction question.
Discussion
Overall, the results of this project showed there was significant information to support a physician wellness program for the sampled healthcare institution. The evidence supports the need for both physicians and the leaders in this sampled organization to find ways to reduce and or prevent burnout in order to increase the overall quality of life for practicing physicians. The post-survey data revealed an increase of job satisfaction and a decrease of burnout. This is indicative of the importance of physician-focused wellness. I believe the increase in job satisfaction and decrease in stress was contributed to the fact that the sampled organization hired more support staff to absorb some of the administrative work that was previously carried out by practicing physicians. Having the additional support staff in place allowed the physicians to reduce their work hours which contributed to work life balance. The development of the wellness committee that focused on the quality of life for practicing physicians may have encouraged the physicians to be more cognitive of their work life balance. Lastly the physicians may have believed that the implementation of the wellness committee and the communicated goals of the committee conveyed the message that their voices were heard, their feelings were valued and displayed a message of support from the organization leadership. The evidence showed there was a need for this organization to incorporate a physician focused wellness component to their current system wide wellness program in order to improve the wellbeing for practicing physicians.
The evidence further supported the need for the healthcare system overall to support the removal of stigmas associated with physicians seeking help since the act of seeking help was an area that was identified as a barrier to physicians seeking and or utilizing wellness resources. The wellness committee in this organization is an active fully engaged committee that is committed to the overall wellbeing of their employees. The organization has shown their commitment to reducing and or eliminating physician burnout by way of adding the physician wellness component to their wellness committee. The project lead has provided evidence that supports the incorporation of the physician wellness component to the sampled organizations health outcomes for both the physicians and the patients they serve will improve. The organizations leadership has charged the wellness committee members to take steps to improve and promote the overall wellbeing of all active employees. Furthermore, the organizations leadership has shown their commitment to continue its wellness efforts by inviting the project lead to become a member of the wellness committee.
Implications for Practice
Physician burnout is an ever-increasing negative issue that healthcare communities across America cannot ignore. The consequences of physician burnout include a variety of issues including medical errors, depression amongst physicians, substance abuse, and disengagement to patients to name a few. While physician burnout starts with doctors, unfortunately, the negative health outcomes may impact the patients they serve due to rising rates of physician burnout and healthcare organizations inability to deliver quality care and maintain a healthy physician workforce (Armato & Jenike, 2018) . This evidenced based project suggests the use of a wellness program that is supported by both the physician and the organization and may help to improve the quality of life and care for physicians in practice today and for years to come. In a recent article, Dr. Shanafelt (2018) mentioned, burnout and medical errors independently double the risk of suicidal thoughts among physicians. Therefore, organizations that embrace a physician well-being program can have significant impact to both the personal and professional lives of healthcare providers (Potter, Pion, & Gentry 2015) . A wellness program can also look at physician burnout from all facets, rid and or reduce the consequences of physician burnout and it has the capacity to offer/ promote tools for improvement like exercising, work life balance, nutrition, encourage relationship building outside of work while reducing suicide for practicing physicians.
The underline goal of a wellness program is to provide support to physicians so that they, in turn, can provide the best health care (Stanford Medicine, 2019) while reducing their personal and professional risk. All these tools can help to promote resiliency for physicians now and for years to come.
Plan for Sustainability
The evidence-based project and the literature reviews support a wellness program. This program will be in line with the mission and values of this organization because the overarching goal of this program is to meet the needs of the physicians so they can meet the needs of their patients as compared to the goals of the organization which is to meet the needs of the patients. The wellness program can be sustained by incorporating the goals of this physician focused program into the goals of the organization's current wellness program goals. The incorporation of such programs and self-care strategies can impact both personal and professional lives of healthcare providers. (Potter, Pion, & Gentry, 2015) . This quality improvement pilot program provided a foundation for the leaders of this organization to build their current wellness program for future use that focuses on current employees including practicing physicians. As the project lead, I have now joined the organizations wellness committee with the support of the Chief Medical Officer and the Chief of Human Resources Officer to sustain the wellness program targeted towards practicing physicians of this organization.
Conclusion
In conclusion, organizations must take steps to identify causes of burnout and take active steps towards eliminating and or reducing burnout. According to Panagioti, et al., 2017, physicians gain benefits from intervention that aim towards reducing burnout, especially from organizationdirected intervention. Lastly, the findings showed there was a growing body of evidence related to clinician burnout, (Kirch, 2017) . However, with the physician and organizations working together to unveil strategies to reduce or rid burnout, this epidemic can be stabilized for the sake of positively impacting health outcomes for the physicians and the entire healthcare system. Organizations must create an atmosphere that promotes burnout awareness and create access paths to burnout resources so that physicians aren't burden by hurdles, barriers or stigmas associated with using burnout resources.
PICOT
How does a physician well-being program improve burnout for physicians in a metropolitan acute care setting in 30 days? interventions are needed to mitigate risk for burnout in physicians. Such models could be organizationdirected approaches that promote healthy individualorganization relationships.
The study reports that 68% of the participants displayed BOS in at least one of the variables measured.
Women had higher rates of BOS than their male counterparts.
As indicated, debriefing did not result in significant differences in BOS.
However, 89% suggested that they would recommend it due to the support that it provided. Pre and post observational study conducted in a university medical facility involving 93 practitioners from different specialties.
Will mindfulnessreduce burnout and improve mental wellbeing for physicians.
Pre and post observational study in a hospital setting.
Scores in many BOS measures such as emotional exhaustion, depersonalization, and personal accomplishment increased significantly after the intervention.
Mental wellbeing increased significantly.
The article did not report any changes nor did the study record changes in physical health measures.
The study may be beneficial to provide evidence about sustainability.
Level I and Level II: Meta-analysis and systematic review of physician-only randomized trials and cohorts. 
